I read the short report by Hall I read the short report by Hall et al et al (2004) (2004) with interest. The authors reported a with interest. The authors reported a marked impairment in the ability of marked impairment in the ability of people with schizophrenia to make social people with schizophrenia to make social judgements from facial expressions. Their judgements from facial expressions. Their findings complement and extend earlier findings complement and extend earlier studies by us and others (Hellewell studies by us and others (Hellewell et et al al, 1994; Edelstyn , 1994; Edelstyn et al et al, 1996 Edelstyn et al et al, , 2003 Edelstyn et al et al, ) that , 1996 Edelstyn et al et al, , 2003 that have reported the presence of impairments have reported the presence of impairments in facial recognition memory. However, in facial recognition memory. However, these abnormalities in facial and emotion these abnormalities in facial and emotion recognition do not appear to lead to recognition do not appear to lead to obvious difficulties in day-to-day life; for obvious difficulties in day-to-day life; for example, individuals do not appear to example, individuals do not appear to exhibit problems with the recognition of exhibit problems with the recognition of familiar people. This apparent inconsisfamiliar people. This apparent inconsistency between experimental findings and tency between experimental findings and real-life situations raises issues about the real-life situations raises issues about the role played by these cognitive abnormalities role played by these cognitive abnormalities in schizophrenia. It is likely that these in schizophrenia. It is likely that these impairments are stable abnormalities rather impairments are stable abnormalities rather than being transient indicators of dysthan being transient indicators of dysfunction. This would be consistent with function. This would be consistent with structural or functional abnormalities in structural or functional abnormalities in schizophrenia, which only become evident schizophrenia, which only become evident when the processing systems are placed when the processing systems are placed under high levels of stress, for example, under high levels of stress, for example, during the prodromal or psychotic phases during the prodromal or psychotic phases of a functional illness. This line of reasoning of a functional illness. This line of reasoning is supported by Hall is supported by Hall et al et al's finding that indi-'s finding that individuals with positive symptoms are unable viduals with positive symptoms are unable to identify even basic facial emotions. These to identify even basic facial emotions. These inherent weaknesses within the processing inherent weaknesses within the processing system may remain hidden during quiescent system may remain hidden during quiescent periods, but may be artificially exposed in periods, but may be artificially exposed in the laboratory by challenging the procesthe laboratory by challenging the processing system with particularly difficult tasks. sing system with particularly difficult tasks. Such deficits in visual processing, when Such deficits in visual processing, when combined with other factors such as combined with other factors such as changes in mental state and impaired cogchanges in mental state and impaired cognitive reasoning, operate in a complex nitive reasoning, operate in a complex interaction to produce psychotic episodes. interaction to produce psychotic episodes.
In an attempt to understand the basis of In an attempt to understand the basis of their findings, Hall their findings, Hall et al et al draw attention to draw attention to the roles of the frontal and temporal the roles of the frontal and temporal cortices as well as the amygdala. In addicortices as well as the amygdala. In addition to these, we believe that abnormalities tion to these, we believe that abnormalities in the non-intentional, automatic acquisiin the non-intentional, automatic acquisition of knowledge about the structural tion of knowledge about the structural relations between objects or events may relations between objects or events may contribute to impairments in social cognicontribute to impairments in social cognition. Lewicki (1988) and others have tion. Lewicki (1988) Professor Oyebode draws attention to a number of interesting issues attention to a number of interesting issues in response to our study of social cognition in response to our study of social cognition and face processing in schizophrenia. A and face processing in schizophrenia. A key question raised by our study is why key question raised by our study is why deficits in emotion recognition were statedeficits in emotion recognition were statedependent, being limited to individuals dependent, being limited to individuals experiencing positive symptoms, while experiencing positive symptoms, while impairments in social cognition were stable. impairments in social cognition were stable. One possibility, as discussed by Professor One possibility, as discussed by Professor Oyebode, is that those who are free of posiOyebode, is that those who are free of positive symptoms are able to use alternative tive symptoms are able to use alternative cognitive strategies to identify basic facial cognitive strategies to identify basic facial emotions. This view is supported by a funcemotions. This view is supported by a functional magnetic resonance imaging study in tional magnetic resonance imaging study in which individuals with schizophrenia, none which individuals with schizophrenia, none of whom was experiencing positive sympof whom was experiencing positive symptoms, were able to identify facial emotions toms, were able to identify facial emotions correctly but nevertheless showed deficits correctly but nevertheless showed deficits in amygdala activation when processing fain amygdala activation when processing facial affect (Gur cial affect (Gur et al et al, 2002) . These findings , 2002). These findings suggest that other brain regions compensate suggest that other brain regions compensate for the normal functions of the amygdala in for the normal functions of the amygdala in facial affect processing when individuals facial affect processing when individuals with schizophrenia are free of positive with schizophrenia are free of positive symptoms. More difficult tests, such as symptoms. More difficult tests, such as our social cognition task, may prevent such our social cognition task, may prevent such compensation and thus reveal an underlying compensation and thus reveal an underlying stable deficit. stable deficit.
Professor Oyebode also points out Professor Oyebode also points out the apparent discrepancy between the findthe apparent discrepancy between the finding that people with schizophrenia have ing that people with schizophrenia have impairments in facial recognition memory impairments in facial recognition memory on formal testing, but are able to recognise on formal testing, but are able to recognise familiar people in day-to-day life. In our familiar people in day-to-day life. In our study we found no deficit in the ability study we found no deficit in the ability of those with schizophrenia to recognise of those with schizophrenia to recognise the identity of novel faces presented conthe identity of novel faces presented concurrently, suggesting that the deficits seen currently, suggesting that the deficits seen in previous studies resulted from the in previous studies resulted from the mnemonic and attentional demands of the mnemonic and attentional demands of the tasks used, which may be lower for familiar tasks used, which may be lower for familiar people. people. 
Early interventions for psychosis Early interventions for psychosis
The last Cochrane systematic review of The last Cochrane systematic review of early intervention for those with psychosis early intervention for those with psychosis included cognitive-behavioural therapy included cognitive-behavioural therapy (CBT), family therapy and medication, (CBT), family therapy and medication, and reported no significant decrease in and reported no significant decrease in the development of psychosis at 12-month the development of psychosis at 12-month follow-up (Marshal & Lockwood, 2004) . follow-up (Marshal & Lockwood, 2004) . First, two people were excluded from First, two people were excluded from the cognitive therapy arm after the trial the cognitive therapy arm after the trial had begun, which would have led to a had begun, which would have led to a non-significant result. This should have non-significant result. This should have been acknowledged in the abstract, as an been acknowledged in the abstract, as an abstract has the most impact with service abstract has the most impact with service planners. planners.
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Second, after 6 months of cognitive Second, after 6 months of cognitive therapy, there was a decrease in the develtherapy, there was a decrease in the development of psychosis compared with the opment of psychosis compared with the control arm; however, there was similar control arm; however, there was similar distress for both groups. Cognitive therapy distress for both groups. Cognitive therapy for psychosis has an aim of decreasing for psychosis has an aim of decreasing the distress of psychosis as well as the the distress of psychosis as well as the formulation of an explanatory model for formulation of an explanatory model for that psychosis. It may be that a reframed that psychosis. It may be that a reframed and normalised explanatory language was and normalised explanatory language was taught to the individuals at high risk, and taught to the individuals at high risk, and this led to the decreased identification of this led to the decreased identification of symptoms at 12 months and the masking symptoms at 12 months and the masking of a psychotic episode. This would not of a psychotic episode. This would not ultimately lead to a decrease in distresultimately lead to a decrease in distressing psychosis, but to a later identification sing psychosis, but to a later identification of psychosis and a possible delay in of psychosis and a possible delay in pharmacological treatment. pharmacological treatment.
The possible risk of harm or hazard was The possible risk of harm or hazard was ignored, with a clear bias against the use ignored, with a clear bias against the use of medication expressed by the authors in of medication expressed by the authors in the discussion. Furthermore, the editorial the discussion. Furthermore, the editorial comment alluded to the possibility of precomment alluded to the possibility of premature publication (Tyrer, 2004) , but it is mature publication (Tyrer, 2004) , but it is the implication of harm which needs to be the implication of harm which needs to be explicitly stated. explicitly stated. We welcome Dr Marlowe's comments on our paper and would like to comments on our paper and would like to respond to the issues that he identified. respond to the issues that he identified. The Cochrane review to which he refers The Cochrane review to which he refers examined more traditional approaches examined more traditional approaches to early intervention (i.e. from first to early intervention (i.e. from first episode onwards) rather than a preventive episode onwards) rather than a preventive approach in people at high risk, so we approach in people at high risk, so we are unsure of the relevance of this. Within are unsure of the relevance of this. Within the manuscript we clearly acknowledge the manuscript we clearly acknowledge that there were several methodological limthat there were several methodological limitations, including the exclusion of two itations, including the exclusion of two participants, but we were unable to incorparticipants, but we were unable to incorporate these in the abstract as he suggests porate these in the abstract as he suggests because of limitations of abstract length because of limitations of abstract length imposed by the imposed by the Journal Journal (indeed, we were (indeed, we were asked to further reduce the abstract at asked to further reduce the abstract at proof stage). proof stage).
We agree that cognitive therapy for We agree that cognitive therapy for psychosis (and the prevention of psychosis) psychosis (and the prevention of psychosis) has an aim of decreasing the distress of has an aim of decreasing the distress of psychotic experiences as well as the forpsychotic experiences as well as the formulation of an explanatory model for a mulation of an explanatory model for a person's difficulties. We also agree that a person's difficulties. We also agree that a reframed and normalised explanatory lanreframed and normalised explanatory language may be developed by the service guage may be developed by the service users; however, it is unlikely that this users; however, it is unlikely that this would lead to a masking of a psychotic epiwould lead to a masking of a psychotic episode. Rather, it is intended to reduce the sode. Rather, it is intended to reduce the potential for catastrophic appraisals of psypotential for catastrophic appraisals of psychotic experiences, which are very clearly chotic experiences, which are very clearly implicated in the experience of distress implicated in the experience of distress (Chadwick & Birchwood, 1994) , and the (Chadwick & Birchwood, 1994) , and the development of normalising appraisals is development of normalising appraisals is at the heart of cognitive therapy for estabat the heart of cognitive therapy for established psychosis (Morrison lished psychosis (Morrison et al et al, 2003) , 2003) and the prevention of psychosis alike and the prevention of psychosis alike (French & Morrison, 2004) . Even if such (French & Morrison, 2004) . Even if such a masking were to occur, the assumption a masking were to occur, the assumption that this could cause harm clearly demonthat this could cause harm clearly demonstrates a bias against the use of psychosocial strates a bias against the use of psychosocial interventions, as it suggests that only interventions, as it suggests that only pharmacological treatments can reduce the pharmacological treatments can reduce the potential harm that may result from an potential harm that may result from an untreated psychotic episode, when there is untreated psychotic episode, when there is evidence that psychological treatment is evidence that psychological treatment is also important in this respect (de Haan also important in this respect (de Haan et et al al, 2003) .
, 2003). We are accused of being biased against We are accused of being biased against using antipsychotic medication; we cerusing antipsychotic medication; we certainly are against medication in a poputainly are against medication in a population who are yet to develop a psychotic lation who are yet to develop a psychotic disorder, for the ethical reasons outlined disorder, for the ethical reasons outlined within our paper and elsewhere (Bentall within our paper and elsewhere (Bentall & Morrison, 2002) . Finally, it is suggested & Morrison, 2002). Finally, it is suggested that we avoid explicitly stating the that we avoid explicitly stating the possibility of harm arising from such an possibility of harm arising from such an intervention; however, we clearly highlight intervention; however, we clearly highlight the possibility of harm resulting from the possibility of harm resulting from stigmatisation. stigmatisation. More harm than good: the case against using antipsychotic drugs to than good: the case against using antipsychotic drugs to prevent severe mental illness. prevent severe mental illness. Reading the October issue I was struck Reading the October issue I was struck by the lack of an integrated perspective. by the lack of an integrated perspective. Current epidemiological findings underCurrent epidemiological findings underscore how the organisation of our score how the organisation of our healthcare system is epidemiologically healthcare system is epidemiologically unfair and does not take into account the unfair and does not take into account the frequent co-occurence of psychiatric disturfrequent co-occurence of psychiatric distur- (2004) opens with the fact that depression leads to more disabilitythat depression leads to more disabilityadjusted life-years than cardiovascular adjusted life-years than cardiovascular disease and cancer, but it does not report disease and cancer, but it does not report their meaningful interrelation, for instance their meaningful interrelation, for instance through compliance (DiMatteo through compliance (DiMatteo et al et al, , 2000) . In the section 'Acute in-patient care' 2000). In the section 'Acute in-patient care' it is mentioned that patients with physical it is mentioned that patients with physical comorbidity should preferentially be seen comorbidity should preferentially be seen in such facilities and not in community in such facilities and not in community care. The authors do not elaborate on how care. The authors do not elaborate on how such treatment can be provided adequately. such treatment can be provided adequately. In the highest model of the three models In the highest model of the three models presented for mental healthcare all kinds presented for mental healthcare all kinds of subspecialist treatments become availof subspecialist treatments become available. However, integrated clinics for people able. However, integrated clinics for people with comorbid physical and mental health with comorbid physical and mental health problems are not mentioned. problems are not mentioned.
Taking the current epidemiological Taking the current epidemiological and pathophysiological perspectives into and pathophysiological perspectives into account, the Editorial Board of a journal account, the Editorial Board of a journal such as the such as the British Journal of Psychiatry British Journal of Psychiatry should consider inclusion of an integrated should consider inclusion of an integrated perspective in their review process. Such perspective in their review process. Such an approach will reduce psychiatrists' blind an approach will reduce psychiatrists' blind spot and psychiatrists' illusion (Cohen & spot and psychiatrists' illusion (Cohen & Cohen, 1984) and will initiate an inspiraCohen, 1984) and will initiate an inspiration in health care comparable with that tion in health care comparable with that arising from the description of the prearising from the description of the previously fragmented and now integrated viously fragmented and now integrated research institute (McGuffin & Plomin, research institute (McGuffin & Plomin, 2004) . 2004). 
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Quality of life and ECT Quality of life and ECT
The first author of this study (McCall The first author of this study (McCall et al et al, , 2004) has an apparent career, if not finan-2004) has an apparent career, if not financial, conflict of interest in the treatment cial, conflict of interest in the treatment being reviewed. He is the President of being reviewed. He is the President of the Association for Convulsive Therapy, the Association for Convulsive Therapy, the industry trade organisation, as well the industry trade organisation, as well as the editor of its journal which he calls as the editor of its journal which he calls 'the voice of ECT' (McCall, 2004) . This 'the voice of ECT' (McCall, 2004) . This ought to have been revealed to readers ought to have been revealed to readers directly; as it is, it reveals itself in the many directly; as it is, it reveals itself in the many flaws of research design which bias the flaws of research design which bias the study towards minimising the risks of study towards minimising the risks of electroconvulsive therapy (ECT). electroconvulsive therapy (ECT).
The study included those who had had The study included those who had had ECT as recently as 4 months previously, ECT as recently as 4 months previously, thus building into the research design the thus building into the research design the assumption that the adverse effects of assumption that the adverse effects of ECT resolve within that time period; but ECT resolve within that time period; but there is evidence that this is not so. If it is there is evidence that this is not so. If it is not, then the study is simply comparing not, then the study is simply comparing those who are still suffering the afterthose who are still suffering the aftereffects of ECT with those suffering more effects of ECT with those suffering more severe after-effects, a comparison which severe after-effects, a comparison which tells us nothing about the effects of ECT tells us nothing about the effects of ECT per se. The fact that those at baseline averper se. The fact that those at baseline averaged a score of only 18 on the Mini-Mental aged a score of only 18 on the Mini-Mental State Examination suggests some type of State Examination suggests some type of cognitive dysfunction, perhaps due to cognitive dysfunction, perhaps due to ECT, even at that point. ECT, even at that point.
The measures chosen by McCall The measures chosen by McCall et al et al in in all areas -cognition, amnesia and, most all areas -cognition, amnesia and, most importantly, what he calls quality of life importantly, what he calls quality of life and functioning -are the grossest possible, and functioning -are the grossest possible, and cannot register the deficits known to be and cannot register the deficits known to be associated with ECT because they are associated with ECT because they are simply not designed to do so. The authors simply not designed to do so. The authors must be aware of the work of the Service must be aware of the work of the Service User Research Enterprise (SURE) group User Research Enterprise (SURE) group (Rose (Rose et al et al, 2003) in which patients , 2003) in which patients describe a highly specific pattern of permadescribe a highly specific pattern of permanent memory and cognitive deficits post nent memory and cognitive deficits post ECT. This was a rigorous systematic review ECT. This was a rigorous systematic review of the literature on ECT's effects, and of the literature on ECT's effects, and encompasses what most people would call encompasses what most people would call quality of life and functioning. It revealed quality of life and functioning. It revealed that for at least one-third of individuals that for at least one-third of individuals ECT had deleterious, often devastating, ECT had deleterious, often devastating, effects on these areas which lasted more effects on these areas which lasted more than 6 months and appeared to be than 6 months and appeared to be permanent. permanent.
Individuals lost the ability to perform Individuals lost the ability to perform their jobs. They lost memory of up to 20 their jobs. They lost memory of up to 20 years of their lives. They were unable to years of their lives. They were unable to handle schoolwork because of impaired handle schoolwork because of impaired memory function and concentration. They memory function and concentration. They did not recognise persons previously well did not recognise persons previously well known to them. They waited anxiously known to them. They waited anxiously for the promised 'return of memory' which for the promised 'return of memory' which never came. None of this is consistent with never came. None of this is consistent with improvement in quality of life. improvement in quality of life. Why then are McCall Why then are McCall et al et al's results so 's results so seemingly contradictory? Because he did seemingly contradictory? Because he did not ask about these things. Instead, particinot ask about these things. Instead, participants were asked, quite literally, whether pants were asked, quite literally, whether they could wipe their own backsides. If they they could wipe their own backsides. If they were simply able to get out of bed, feed and were simply able to get out of bed, feed and dress themselves, and use a bus or a teledress themselves, and use a bus or a telephone they were graded as functioning at phone they were graded as functioning at the highest possible level. No one has ever the highest possible level. No one has ever reported that ECT affected their ability to reported that ECT affected their ability to use a toilet. use a toilet.
Finally, 4 weeks after ECT is too soon Finally, 4 weeks after ECT is too soon for individuals, who are unlikely to have for individuals, who are unlikely to have tried to go back to work or school yet, to tried to go back to work or school yet, to be able reliably to assess their altered be able reliably to assess their altered memories and abilities. memories and abilities. We are grateful for Ms Andre's interest in our paper. She is the Andre's interest in our paper. She is the director of the Committee for Truth director of the Committee for Truth in Psychiatry (CTIP), which is a vocal in Psychiatry (CTIP), which is a vocal anti-ECT group in the USA (see http:// anti-ECT group in the USA (see http:// www.harborside.com/~equinox/ect.htm). www.harborside.com/~equinox/ect.htm). As such, we feel that our work must be on As such, we feel that our work must be on target and of some importance to attract target and of some importance to attract their criticism. Ms Andre has some specific their criticism. Ms Andre has some specific complaints with our work, which we complaints with our work, which we address as follows. address as follows.
First, Ms Andre suggests that I have an First, Ms Andre suggests that I have an apparent 'career, if not financial, conflict of apparent 'career, if not financial, conflict of interest' that invalidates the paper, espeinterest' that invalidates the paper, especially as pertains to my role as President cially as pertains to my role as President of the Association of Convulsive Therapy of the Association of Convulsive Therapy (ACT). I receive no financial or material (ACT). I receive no financial or material support for serving as president of ACT; support for serving as president of ACT; ACT is self-supporting through the dues ACT is self-supporting through the dues of its members. The idea of a 'career conof its members. The idea of a 'career conflict of interest' is not a concept endorsed flict of interest' is not a concept endorsed by the American Medical Association Code by the American Medical Association Code of Ethics, per section 8.031 (Council on of Ethics, per section 8.031 (Council on Ethical and Judicial Affairs, 1997). It is just Ethical and Judicial Affairs, 1997). It is just as likely that she has a conflict of interest as as likely that she has a conflict of interest as director of CTIP in writing her letter -any director of CTIP in writing her letter -any information that supports the use of ECT information that supports the use of ECT threatens the position of CTIP. We would threatens the position of CTIP. We would welcome Ms Andre's full disclosure of welcome Ms Andre's full disclosure of her financial support from CTIP, and her financial support from CTIP, and disclosure of the source of funding for CTIP disclosure of the source of funding for CTIP since its website states that dues are not a since its website states that dues are not a requirement for membership. requirement for membership.
Second, she claims that those in our Second, she claims that those in our study had an average Mini-Mental State study had an average Mini-Mental State Examination (MMSE) score of 18 at baseExamination (MMSE) score of 18 at baseline. In fact, the mean baseline MMSE score line. In fact, the mean baseline MMSE score was 27.4, as shown in Table 2 , 2004) . It is a violation of the concept for 2004). It is a violation of the concept for anyone, including Ms Andre, to define a anyone, including Ms Andre, to define a patient's QOL for them. patient's QOL for them.
Fifth, Ms Andre belittles our work for Fifth, Ms Andre belittles our work for showing that ECT is associated with signifshowing that ECT is associated with significant improvement in activities of daily icant improvement in activities of daily living and instrumental activities of daily living and instrumental activities of daily living. She does not recognise that impairliving. She does not recognise that impairment of instrumental activity of daily living ment of instrumental activity of daily living may be the deciding factor in referring pamay be the deciding factor in referring patients for ECT (McCall tients for ECT (McCall et al et al, 1999) and that , 1999) and that ECT is superior to medication in improving ECT is superior to medication in improving instrumental activities of daily living over instrumental activities of daily living over 1 year of follow-up (McCall 1 year of follow-up (McCall et al et al, 2001) . , 2001). We do share one goal with Ms AndreWe do share one goal with Ms Andrea desire for truth in psychiatry. We choose a desire for truth in psychiatry. We choose to reveal truth through the scientific to reveal truth through the scientific method as opposed to rhetoric. method as opposed to rhetoric. 
